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Coding Is Must-have Skill  
for Patient Access: Fix Errors 
Before Denial Comes

Incomplete or incorrect codes cause lost revenue

With the recent switch to  
ICD-10, coding expertise is 
now a “must-have” skill for 

patient access.
“Patient access staff 

needs to have coding 
knowledge to anticipate 
conflicts with services 
rendered and billing of the 
claims,” says Christina 
Bolanos, patient access 
services manager at Sharp 
Mesa Vista Hospital 
and Sharp HealthCare’s 
outreach laboratory 
revenue cycle in San Diego, 
CA. 

Many patient access 
departments are seeing 
a surge in claims denials 
because of the switch to 

ICD-10 coding. “Moving from 13,000 
to 68,000 codes has made it very difficult 
for providers to document their charts 
to the correct level of specificity required 

by payers,” explains 
Karen Hoppe, a senior 
consultant at Craneware, 
an Atlanta-based company 
specializing in revenue cycle 
improvement.

Physicians do not realize 
the coding they are using 
in charts and orders will 
not meet payers’ medical 
necessity requirements. 
Patient access departments 
are stepping in to provide 
this much-needed 
education.  

“The focus really needs 
to be on improved clinical 
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”PATIENT ACCESS 
STAFF NEEDS TO HAVE 

CODING KNOWLEDGE TO 
ANTICIPATE CONFLICTS 

WITH SERVICES RENDERED 
AND THE BILLING OF THE 

CLAIMS.”
— CHRISTINA BOLANOS, 

SHARP MESA VISTA

Editor’s Note: This is a special issue of Hospital Access Management on claims denials and 
the important role of patient access. Our cover story reports on how coding expertise gives patient 
access the ability to correct errors on the front end. Inside, we give strategies to prevent denials if 
payers require “peer-to-peers.” We also cover alarming trends in denials related to level of care, 
medical necessity, and non-covered services.
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documentation,” says Hoppe. “Patient 
access teams need to establish a good 
feedback loop with the physicians’ 
offices.”

Weeks to Resolve

Sharp HealthCare’s outreach 
laboratory revenue cycle department 
had an uptick in denials for laboratory 
services. This was due to incorrect 
coding and overuse of generic codes.  

“There was a lot of time wasted on 
the patient access side to get the correct 
information. This delayed the release of 
the claim to the payer,” says Bolanos.

Many missing or incorrect diagnosis 
codes were related to the switch to 
ICD-10 coding. For instance, under 
ICD-9 coding, “V70.0, routine medical 
exam,” covered multiple diagnostic 
tests. This is no longer the case. “Most 
practices believed V70.0 was updated 
to Z00.0 with ICD-10, and would 
still cover a multitude of tests,” says 
Bolanos. A fifth digit or a more specific 
code is needed. 

Another common error is the use of 
“E78.0, pure hypercholesterolemia” on 
lab orders. “This code requires a fifth 
digit for a greater level of detail,” says 
Bolanos. 

Each time the less-specific, incorrect 
code was used, patient access had to call 
the physician’s office to ask for a new 
order with the fifth digit added. Patient 
access had no way to know which digit 
it should be without getting additional 

clinical information. The 0 digit 
indicates pure hypercholesterolemia 
unspecified, for instance, whereas the 1 
digit indicates a family history of pure 
hypercholesterolemia. 

“It was a bit of a long process,” says 
Bolanos. “It sometimes took weeks 
to resolve.” To fix the incorrect code, 
phone calls, faxes, and in-person visits 
were needed. Despite all these efforts, 
denials and delayed payments were 
common.

First, patient access contacted the 
receptionist at the physician’s office, 
and explained they were calling for an 
incomplete diagnosis code. The call was 
transferred to the medical assistant line, 
and a message was left. Several days 
typically passed without a return call. 

After getting no response, patient 
access then faxed the lab requisition 
with a cover sheet stating that there was 
an incomplete code that needed to be 
fixed before the claim was submitted. 
Even then, the office didn’t always 
respond.

This meant that patient access 
managers had to take the time to 
directly contact the office managers. In 
some cases, patient access even involved 
sales reps, by asking them to pick up 
the lab requisitions and go to the office 
to get the corrected coding. 

The department identified 10 
physician offices that were submitting 
incorrect codes consistently. Patient 
access leaders visited them in person 
to explain how the coding mistakes 

EXECUTIVE SUMMARY

Coding has become an essential skill for patient access, in light of the surge 

in claims denials occurring due to the switch to ICD-10 . To ensure correct 

coding, patient access can take several steps .

• Educate physicians on the correct coding terminology to use in charts and 

orders .

• Anticipate conflicts between services rendered and billing of claims .

• Require employees to obtain a coding credential .

mailto:Customer.Service%40AHCMedia.com?subject=
http://www.ahcmedia.com
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were affecting the billing process. “We 
requested the office manager and the 
main medical assistant to be present. 
This personal approach worked well for 
both sides,” says Bolanos.

Bolanos brought the actual lab 
orders with her to show how each one 
had missing information or the wrong 
coding. The office staff was unaware of 
the specificity that was required with 
ICD-10. “We also explained how they, 
too, would be impacted, when it came 
to their own office visit billing,” says 
Bolanos. 

Together, patient access and the 
physicians’ offices established a more 
efficient process. Instead of many 
phone calls that were usually ignored, a 
request is faxed just once. The office staff 
promised to act promptly when a fax 
came through. “The offices assigned staff 
to reply twice a day to the requests,” says 
Bolanos. 

Both patient access and providers’ 
offices save time with the new process. 
Patient access no longer makes time-
consuming phone calls, and physicians’ 
offices get fewer interruptions. “We are 
working together and resolving items 
timely,” says Bolanos. 

Make It a Requirement

To stem the tide of denials related 
to incorrect coding, patient access 
departments are revamping job 
requirements to include coding skills. 
“To reduce denials, it should be required 
that patient access management be 

credentialed coders,” says Dorothy D. 
Steed, an Atlanta-based revenue cycle 
consultant and educator. 

Coding skills are part of a bigger 
movement toward highly trained 
patient access employees, says Steed: 
“Management must accept that general 
clerical or customer service skills are no 
longer adequate.”

Steed recently worked with a 
hospital to revise job descriptions for 
the precertification department. All new 
hires must have a credential from the 
American Association of Professional 
Coders — either the Certified Coding 
Specialist-Physician (CCS-P) or the 
Certified Professional Coder (CPC). 
Alternatively, employees can have a 
minimum of five years’ experience 
in general coding knowledge as 
demonstrated on a pre-hire test. 

Existing staff were given the option 
of attending 80 hours of formal coding 
training or transferring to another area. 
There was some initial pushback from 
employees, particularly those with long-
time status. 

“This is why it was vital to engage 
HR to ensure that there would be no 
unexpected repercussions,” says Steed. 
HR developed an employee agreement 
on the position restructure and coding 
knowledge requirements.

Two employees decided to leave 
the department and retired earlier than 
they had planned. Another employee 
already had attempted the coding 
test unsuccessfully, but passed on the 
second attempt. All the other employees 

attended the training and obtained the 
credential. 

“Class was divided into half days, 
with half of the staff attending mornings 
and the other half attending afternoons 
to provide departmental coverage,” 
says Steed, who taught the course. The 
department covered the cost of training, 
books, and the cost of the exam.

“Those who passed were given a pay 
increase, worked out by management 
and HR,” says Steed. 

Previously, coding that did not meet 
medical necessity requirements went 
unnoticed until the claim got denied. 
Armed with coding know-how, patient 
access spots the mistakes early. Most are 
corrected by providers before the claim 
goes out. 

“Obtaining a stronger initial reason 
for service reduces medical necessity 
denials and the need to develop 
appeals,” says Steed.  n
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Make ‘Peer-to-Peer’ Happen Within 24 Hours,  
Or Face Denied Claim
Patient access up against impossibly tight time frames

“P eer-to-peers” — 
conversations between the 

patient’s doctor and the insurance 
company’s doctor — used to be 

infrequent at Tampa, FL-based 
Moffitt Cancer Center. Now these 
conversations are commonplace. 

“This is happening even when 

complete clinical information has been 
sent,” says Viviana Mahon, manager of 
the financial clearance unit. (See story on 
reasons payers request peer-to-peers.)

mailto:Christina.Bolanos%40sharp.com?subject=
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Payers used to allow nurses to give 
clinical information to get services 
approved. “Nowadays, only mid-
levels or higher can discuss cases with 
insurance companies,” says Mahon. 
“Payers do not want to discuss the 
clinicals with a nurse. They refuse to  
do so.”

In addition, payers are setting 
impossibly tight time frames for peer-to-
peers. “Recently, insurance companies 
are closing peer-to-peer cases within 24 
hours from the time it was escalated to 
their medical director,” says Mahon.

This is happening regardless of how 
long before service the request was 
submitted. Sometimes, it was done 15 
days prior. 

Physicians take time out of their 
busy schedule to speak directly with the 
payer’s physician, but are put on hold. 
“Many times, our physicians cannot 
wait 30 minutes on hold, so the case is 
closed,” says Mahon.

Even if the physician does connect 
with the payer’s physician, they often 
realize that the payer already has all the 
relevant information on the case. 

“They find out, with surprise and 
frustration, that the information they 
are providing is nothing different from 
what the clerical team has already sent,” 
says Mahon.

Physicians are not always available 
to do the peer-to-peer on short notice. 
This causes denials. Patient access then 
needs to re-open the case and argue for 
payment. “This creates double work for 
everyone,” says Mahon. 

Physicians Freed Up
     
At Moffitt Cancer Center, a new 

revenue cycle medical director position 
was created to do the peer-to-peers with 
payers. The position requires a physician 
assistant or advanced registered nurse 
practitioner degree. (See job summary 
and required qualifications.)

Mahon used the fact that payers 

require a mid-level provider or higher to 
discuss cases to justify the new position. 
She was able to reclassify a nursing 
supervisor position as a revenue cycle 
medical director. 

These steps are taken if a peer-to-peer 
review is requested:

• Nurses in the financial clearance 
unit gather clinical information to 
support medical necessity. “If the 
nursing team cannot find additional 
information in the patient’s record, then 
the ordering physician is contacted,” says 
Mahon.

• The revenue cycle clinical director 
contacts the payer to do the peer-to-
peer. This frees up physicians from 
making the time-consuming calls. “It 
also decreased the number of denials 
and cases closed for physicians not 
contacting the insurance during the 
assigned times,” reports Mahon.

Pressure on Providers

Time frames for peer-to-peers 
are putting pressure on providers at 
Children’s Mercy Kansas City (MO). 

“Frequently, we are seeing time 
frames of 24 to 48 hours, which is really 
difficult for providers participating in 
direct patient care,” says Sydney Parker, 
RN, BSN, ACM-RN, manager of 
utilization review. 

The team warns physicians about 
payer time frames in emails marked 
urgent. Even if they call right away, 

there’s one more obstacle. “Actually 
getting through to who you need to talk 
to at the insurance company is another 
challenge,” says Parker. 

Physicians sometimes leave messages 
that are not returned. “Some payers 
won’t take a pager number. Others 
call twice within an hour, then deny 
the claim because the physician wasn’t 
reached within the time frame,” says 
Parker.

Other times, payers simply don’t 
return the calls. “If the payer is behind 
on peer-to-peers, you may not hear from 
them for two weeks,” says Parker. 

If the provider doesn’t get a call back, 
patient access contacts the payer. Even 
so, once the time frame has expired, the 
claim gets denied. Documentation of 
efforts made to schedule the peer-to-
peers is helpful in this case. 

“Fortunately, when you do a written 
appeal letter, it’s reviewed by a different 
medical director than the one who 
initially denied it,” says Parker. “Still, 
this is not always successful.”

To address the surge in peer-to-peer 
requests, Moffitt Cancer Center’s patient 
access department made these other 
changes:

• The department created a 
process for Advance Beneficiary 
Notice of Non-coverage/Financial 
Responsibility Acknowledgement.  

This process is used if the payer 
denies an authorization after peer-to-
peer review, or if Medicare does not 

EXECUTIVE SUMMARY

Payers are requiring timeframes as short as 24 hours for peer-to-peers between 

the patient’s and payer’s physicians, or they’ll deny the claim . Several strategies 

can make this conversation happen quickly enough to avoid denials .

• Have a mid-level provider contact the insurance company instead of 

physicians .

• Send physicians emails marked urgent to let them know the payers’ 

timeframe .

• Create a new position specifically for peer-to-peers .
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consider a test medically necessary. If 
patients still want to proceed with the 
test, they’re asked to sign a financial 
responsibility form and pay a 25% 
deposit prior to service. If the patient 
doesn’t agree to this, the test is not 
performed. “The only exceptions are 
Medicaid patients,” says Mahon.

• Patient access asked physicians 
and the scheduling team for more 
time to obtain the authorization. 

Previously, financial clearance 
didn’t have enough time to obtain 
authorizations between the date orders 
were placed and the date of service. This 
was especially difficult if a peer-to-peer 
had to be done.

“We asked for at least five business 
days for high-tech radiology,” says 
Mahon. “Our team works 21 days 
out, and 90% of the appointments 14 
days out are financially cleared.” Fewer 
patients are rescheduled. 

To garner support for the change, 
patient access educated physicians on 
the importance of having ordered tests 
approved by the payer in advance. 
“Otherwise, the charges are written off, 
affecting our capacity to have resources 
to help more patients,” explains 
Mahon.

Prep Physicians for Call

Payers are re-writing the rule book in 
terms of how peer-to-peers are handled. 
Recently, a payer attempted to contact a 
pulmonologist at the Children’s Mercy 
NICU directly to discuss a plan of care. 

“Payers don’t always go through the 
proper channels,” says Parker. “They 
are finding other avenues to get to 
physicians, who are being taken away 
from the bedside.”

Ideally, the team discusses the case 
with the payer’s reviewer. This way, the 
physician can be given a heads-up on 
exactly what the payer is seeking. 

“Sometimes payers are looking for 
opportunities for a lower level of care 

or discharge,” says Parker. Physicians 
blindsided by unexpected calls might 
inadvertently give the payer a reason to 
deny the authorization. 

“We have implemented some 
strategies to get our physicians prepared 
for these conversations,” says Parker. 
Here are two ways physicians can push 
back against denials:

• Physicians can refer to evidence-
based guidelines.

“We also supply our physician with 
the rationale of the utilization review 
nurse,” says Parker. 

The physician can then use this 
information, along with specific clinical 
guidelines, to argue that services 
should be authorized. For instance, the 
physician may state that according to 
pediatric asthma guidelines, a patient 
with a history of persistent difficult 
breathing, mental status changes, and 
who is receiving high-flow oxygen with 

frequent monitoring meets criteria for 
ICU-level care.

• Physicians can inform payers that 
some services are unavailable in rural 
areas. 

“For instance, if a home ventilator 
patient requires private duty nursing and 
it is not available, inpatient care must 
continue to be provided — and covered 
— until services required for discharge 
to home are available,” says Parker.  n
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Payers Are Disputing Patients’ Medical Needs

 The patient access department at Tampa, FL-based Moffitt Cancer Center is 

seeing payers requesting peer-to-peers for these reasons:

 • The payer is disputing the patient’s level of care .

 Often, payers will approve observation status only . Evidence-based industry 

standards are used to justify the patient’s need for inpatient status . “However, 

some of the payers have their own internal policies as to what would meet the 

requirements,” says Parker . 

 For patient access, the challenge is to make sure of these two things:

 – that pre-certification has been done for scheduled procedures;

 – that inpatient dates are approved before scheduled procedures are 

completed . 

 “Provider education on documentation is key,” says Parker .

 • The payer is objecting to the fact that the patient was in observation status 

for less than 24 hours .

 Payers require an immediate peer-to-peer, or they will deny the inpatient 

status . This is happening even though the patient meets the criteria for inpatient 

level of care . 

 “What we hear frequently is that the patient does need inpatient status, 

but that the patient has to fail observation first in order to meet the criteria for 

inpatient status,” says Parker . 

 • The payer is disputing the need for ICU-level care as opposed to medical/

surgical care . 

 “There is a trend of downgrading the level of care, which has financial 

implications,” says Parker . 

mailto:Viviana.mahon%40moffitt.org?subject=
mailto:smparker%40cmh.edu?subject=
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Provide Indisputable Proof: Patient Meets Criteria 
for Level of Care

Payers scrutinizing level of care being billed

I s the hospital appropriately billing 
for inpatient status, but the payer 

insists only observation is needed? 

A growing number of claims denials 
involve disputes over the patient’s 
level of care. 

“We review level of care daily for 
all of our patients,” says Lisa Adkins, 
MSN, RN, CPNP, CRCR, director 

Revenue Cycle Role Handles Peer-to-Peers

The revenue cycle medical director is a newly created role 

at Moffitt Cancer Center in Tampa, FL . Below is the job 

summary and qualifications for this position:

Job Summary
• Assists medical staff and Patient Access RN in all aspects 

of the Peer-to-Peer Review Program, financial clearance, 

and medical necessity check .  

• Communicates with clinical counterparts at the payer and 

within the cancer center .  

• Organizes and prioritizes encounters needing financial 

clearance due to pending peer-to-peer reviews .

• This position is responsible for peer-to-peer conversations 

during the review process, as well as providing feedback to 

providers on upheld denials .

• Works directly with payers (insurance companies) using 

clinical expertise to obtain authorizations when the Patient 

Access RN team has been unsuccessful .  

• Reduces/minimizes the need to escalate cases to Moffitt 

physicians to conduct a peer-to-peer discussion with the 

payer . 

• Performs clinical review of medical records to determine if 

documentation is sufficient . 

• Contacts payer directly or reaches out to ordering 

physician and/or clinical team to obtain additional 

information for the case prior to contacting payer to 

overturn the denial .

• Maintains a deep knowledge of payer classifications, 

rules, and criteria for authorizations and peer-to-peer 

process .  

• Educates and advises providers, Patient Access RN, 

Financial Clearance Unit Manager and Supervisors .

• The individual in this position may work from a home-

based office up to 24 hours per week, after a period of 

full-time onsite orientation at Moffitt .

Qualifications
Education:

• Required: Bachelor’s Degree

• Preferred: Master’s Degree

• Field of Study: Physicians’ Assistant or Advanced 

Registered Nurse Practitioner (ARNP)

Note: MD degree would also qualify, but is not required or 

preferred.

Licensure/Certification:

• Required: ARNP or PA

• Preferred; Oncology certification (OCN)

Minimum Experience Required:

• Minimum of five years’ ARNP/PA experience;

• One or more years’ experience in oncology;

• Strong computer skills, including use of electronic health 

records and hospital registration and billing systems;

• Knowledge of CMS regulations; third-party 

reimbursement processes, policies, and regulations; 

charging and coding guidelines;

• Strong communication skills and ability to provide 

succinct and clear clinical assessment verbally and in 

writing .

Preferred:

• Oncology experience in multiple disciplines, including 

administration of chemotherapy or radiation therapy and 

surgery . Experience with the treatment of a broad range 

of different cancers, including breast, lung, melanoma, 

leukemia, lymphoma, colorectal, stomach, liver, pancreas, 

neuroendocrine tumors, head and neck, endocrine, 

prostate, kidney, bladder, endometrial, cervical, ovarian, 

endocrine, brain tumors, etc .  

Source: Moffitt Cancer Center, Tampa, FL
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of patient authorization at Nemours/
Alfred I. duPont Hospital for Children 
in Wilmington, DE.

Most payers require a clinical update 
frequently throughout the patient’s 
admission, but the specifics vary. Some 
require a weekly review, others want it 
done twice a week, and still others want 
it every day.  

This is a recent focus at Abington–
Jefferson Health (PA), where the 
maternity unit has been working to 
reduce level of care claims denials for 
newborns. 

“We are typically paid on a per 
diem basis for our babies, and the level 
of care determines the reimbursement 
amount,” explains Kim Roberts, 
MBA, RHIA, CRCS-I, vice president 
of revenue cycle at Abington–Jefferson 
Health. Neonatologists review the level 
of care assigned to the baby on a daily 
basis to be sure it matches the level of 
care approved by the payer. “This avoids 
denials and/or underpayments based on 
the level of care,” says Roberts.

Resolve It Right Away

When a level of care denial occurs 
at Nemours/Alfred I. duPont Hospital 
for Children, patient access typically can 
support the billed level of care by: 

• demonstrating the patient met 
admission care guidelines for the billed 
level of care, using Interqual (San 
Francisco-based McKesson) or MCG 
(Seattle-based MCG Health);

• demonstrating the patient met 
medical necessity criteria by doing a 
clinical review of the case.

“Issues around level of care denials 
are usually discovered and resolved 
concurrently,” says Adkins. 

Most of the denials are based on 
medical necessity. “We then have to 
prove that the child is meeting criteria 
for a continued stay at the acute level of 
care,” says Adkins. 

Patient access is careful to give 
the payer all of the relevant clinical 
information to support the level of care 
the patient requires. This is done up-
front. “Sometimes the best defense is a 
good offense,” says Adkins. 

How often the child is requiring 
medical treatments, IV medications, and 
pain medications can become important 
when the payer is arguing for a lower 
level of care. How the child responds 
to treatment is another crucial piece 
of information. “It may be that there 
is a minimal response to treatment, 
requiring a change in the plan of care,” 
says Adkins.

Sometimes all this information is in 
the medical record, but that isn’t always 
the case. “The medical record may not 
have all of the information around the 
clinical issues, and progress — or lack 
thereof — for the patient, at the time of 
the clinical review,” notes Adkins.

In this case, the utilization or case 
management nurse looks at whether 
the available documentation meets the 
criteria for the level of care on its own. 
If it doesn’t, the nurse contacts the 
attending physician and the care team to 
determine if any additional information 
is available to present to the payer.  

“There may be an imaging study 
that hasn’t been officially reviewed and 

documented, or lab results that would 
impact the continuation of a specific 
higher level of care vs. decreasing to a 
lower level,” says Adkins. 

Ensure Appropriate 

Status

Preventing claims denials on the 
front end is an ongoing goal at Albany 
Medical Center in New York, says 
Joyelle Chrysostom, CHAM, manager 
of financial clearance operations. These 
changes were made to address level of 
care denials:

• Patient access staff asked for a field 
to be added to the hospital’s Admission/
Discharge/Transfer system. 

The new field indicates “Inpatient 
Only Code—YES” or “Inpatient Only 
Code—NO.” 

“This field was incorporated 
into my team’s daily workflow,” says 
Chrysostom. 

When financially securing a surgical 
outpatient encounter, the team reviews 
the Centers for Medicare & Medicaid 
Services’ Inpatient Only List. 

“This ensures that the surgical 
encounter is in the appropriate status,” 
says Chrysostom. 

• One or two denials are selected to 
review at every staff meeting. 

Staff is asked to identify the reason 
for the denials. 

“The staff has verbally expressed they 
enjoy the case studies and learn from 
them,” says Chrysostom.  n
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EXECUTIVE SUMMARY

Increasingly, payers are disputing the patient’s level of care, resulting in denied 

claims . These steps can help prevent lost revenue .

• Provide clinical documentation in advance .

• Demonstrate that the patient met criteria in care guidelines .

• Ask clinicians for additional information to support the level of care .
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Did Patient’s Insurance Change?  
Auths, In-network Status May Change Too
Train patient access to act on mismatches

When a patient changes 
insurance in the middle of 

treatment, he or she won’t always 
tell patient access. Claims denials are 
likely to follow. 

“The new insurance might have 
different authorization requirements,” 
says Aimee Egesdal, patient access 
manager at Genesis Health System in 
Davenport, IA. This unexpected glitch 
will delay the patient’s scheduled service.  

The department uses an eligibility 
system to verify the patient’s coverage. 
“If it comes back not eligible, it allows 
the registration staff to have a further 
conversation with the patient prior to 
moving on to their test or procedure,” 
says Egesdal. 

If the new payer is out-of-network, 
patient access educates patients about 
what this means for their care. The 
patient is asked to sign a waiver 
stating that they were informed that 
some services might not be covered. 
“Sometimes the patient chooses to 
cancel,” says Egesdal.

Patient access collaborates with the 
scheduling department to head off 
claims denials. The patient’s service 
might need to be rescheduled or even 
cancelled altogether. “We make them 
aware of the payers’ out-of-network 
status, and they can try to ‘stop the line’ 
at that point,” says Egesdal. 

Targeted Training

If a patient’s previous insurance is 
now inactive, eligibility verification 
software should catch it. Patient access 

employees don’t always interpret the 
response correctly, however. 

“We have found that most errors are 
due to a lack of more detailed training,” 
says Jill Eichele, CHAA, corporate 
manager of patient access at Centura 
Health in Englewood, CO.

Electronic responses look different 
depending on the payer. This causes 
confusion when staff try to interpret the 
responses. “Specific benefits are shown 
in different sections, depending on the 
payer,” says Eichele. For example, when 
looking for an ER benefit, one payer 
may show it in an “Emergency Room” 
section, while another payer shows it in 
a “Hospital — ER” section. 

“It’s important to look through the 
whole response to ensure you are pulling 
the data from the correct section,” says 
Eichele.

The department created training 
specifically to teach new patient access 
hires how to read eligibility responses. 
Existing employees also get the training, 
in the form of webinars.

“We used Skype for Business for the 
live sessions. Users across the system can 
call in and follow along on the screen,” 
says Eichele. Patient access leaders also 

recorded a PowerPoint presentation, and 
loaded it into the hospital’s education 
website. “Managers are able to assign 
it to associates who are struggling. 
Associates are also able to self-enroll,” 
says Eichele.

The training covers these areas: 
• What all of the different 

eligibility responses look like
“We guide users on where to look for 

specific information,” says Eichele. “We 
remind them that they need to look 
beyond just ‘active,’ or ‘inactive.’”

“Active” refers only to the status of 
the policy. “However, by reading the 
response, you may be able to determine 
that it’s a non-contracted plan,” says 
Eichele. 

Just because the policy is active 
doesn’t mean the plan is in-network. “It 
may not be a plan that is accepted at 
your facility for elective services,” says 
Eichele. 

• What it means if the response 
shows errors or mismatches

“Some issues can be wrong 
subscriber listed or replacement plans 
being returned,” says Eichele. 

The Regional Care Collaborative 
Organizations (RCCO), which are part 

EXECUTIVE SUMMARY

Patients often fail to tell patient access if their coverage changes, and 

eligibility verification software responses do not always catch it . Taking the 

following steps can help prevent claims denials .

• Make scheduling aware of the payers’ out-of-network statuses .

• Provide training in interpreting eligibility responses .

• Be sure patient access staff know what to do if they find errors .
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of Colorado’s Medicaid program, are 
another common cause of confusion. 
“We often get a mismatch when we run 
regular Medicaid, and the eligibility tool 
alerts us that the patient is part of an 
RCCO,” explains Eichele. 

Patient access also can tell if there is 
additional coverage. “We run Medicare 
for a patient, and the response alerts 
the user the patient has other coverage,” 
says Eichele. This may be a Medicare 
Advantage plan or a commercial plan.

• What to do when staff see these 
responses

Patient access has to consider all 
of the information that comes back. 
This includes the group name, the plan 
information (HMO, PPO, or EPO), 
other coverage the patient may have, 
and coordination of benefits.

“There is often a lot of good 
information that will help them 
determine the correct coverage to select,” 
says Eichele.  n
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Payer Says Service Is Non-covered?  
Patient Access Put in Difficult Position
Early conversation can prevent lost revenue

Increasingly, patients are finding 
themselves responsible for the cost 

of non-covered services. This happens 
if the payer denies an authorization, 
or if Medicare doesn’t consider a test 
to be medically necessary. 

“We then explore if the patient 
can make payment via payment plan 
guidelines we have in place,” says Jason 
Guardado, manager of patient access at 
Nyack Hospital in New York. 

If not, financial clearance specialists 
determine if the patient meets the 
criteria for charity care assistance using 
the hospital’s eligibility screening 
process. 

There is no scripting involved in 
any of these discussions. “Complex 
conversations such as these require 
seasoned staff with experience discussing 
financial assistance with patients,” says 
Guardado. 

Financial clearance specialists have 
strong customer service backgrounds. 
“This allows them to present options 
in a patient-focused manner,” says 
Guardado. “The sensitivity of the 
patient’s financial anxiety is always in 
mind.”

Challenging Discussions

Patient access can stop patients 
from ending up with surprise bills for 
non-covered services with a simple step. 
“Verify coverage for any and all known 
services the patient will be having,” 
advises Peggy Stavitz, chief patient 
accounting officer at Brewer-based 
Eastern Maine Healthcare Systems.

However, this involves quite a bit 
of groundwork, some of which can be 
time-consuming. Patient access might 
need to call the payer, search payer 
websites, and use eligibility systems.  

“Having done all the due diligence 
in advance of the conversation with 
the patient keeps the conversation on 
track,” says Stavitz. Patients can make an 
informed decision as to whether to have 
the services or not. 

Equally important is obtaining 
an Advance Beneficiary Notice of 
Non-Coverage (ABN). “Without the 
ABN on file, patients cannot be held 
responsible for payment, in most cases,” 
notes Stavitz.

Stavitz finds that simple, clear 
scripting works best. The patient access 

employee should explain what services 
are non-covered, and why the ABN 
must be signed. 

“Many times, this is a shock to 
the patient,” says Stavitz. “Having 
empathy while remaining professional is 
important.”

The same is true when patient access 
has to ask for payment in advance 
for the non-covered service. “These 
conversations can be difficult,” says 
Stavitz. “But the patient has the right 
to know and understand what their 
insurance will and will not cover.” 

Involve Patient From 

Start

Verifying insurance to check 
whether services are covered is fairly 
straightforward. However, this typically 
happens only once — before patients 
receive services. “Many organizations fall 
short in following up during and after 
the services have been performed,” says 
Stavitz. 

Patient access departments need 
both staffing and technology resources 
to verify coverage at regular intervals. 
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If changes occur, it often means the 
claim gets denied. “Unfortunately, this 
is becoming more common. Patients are 
shopping around in an attempt to find 
coverage they can afford,” says Stavitz. 

Patients opt for cheaper policies 
without realizing that the care they’re 
actively receiving is no longer going to 
be covered. In this case, says Stavitz, 
“The sooner the discussion takes place, 
the better the outcome.”

If services are non-covered, patient 
access must work with clinicians 
and care management to rectify the 
situation. The patient also should be 
involved from the very start. 

“The conversation regarding signing 

an ABN and requesting payment for 
non-covered services should take place 
immediately,” says Stavitz.  n
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Support Medical Necessity or Face Denials  
for Stat Diagnostic Tests

Increasing burden for patient access

W as a stat MRI ordered with 
only a diagnosis of headache 

to support the need for the test? 
Expect a denial in short order. 

“I tell physicians that if the 
procedure or test is needed immediately, 
the information has to support the 
test,” says Brandi Nash, a revenue 
cycle consultant at Warbird Consulting 
Partners in Atlanta. 

Medical necessity denials are 
common for stat diagnostic tests. 
Usually, this is because the diagnosis 
does not support the urgency of the test. 

“Without a strong diagnosis, the 
insurance company will toss it out 
before they even review it,” says Nash. 

Early Discussion Needed

Some payers are applying similar 
rules for medical necessity as the 
national or local coverage determination 
criteria that Medicare uses. 

“Not coincidentally, many of these 
payers are ones who also offer Medicare 
Advantage plans,” says Neal McKnight, 
associate vice president for revenue 
management at Danville, PA-based 
Geisinger. McKnight says patient access 
can prevent denials in these ways:

• Integrate medical necessity rule 
checking with provider ordering.

• Provide scripting and training for 
everyone involved.

• Ensure that medical necessity rules 
are in compliance with payer contracts.

“Depending on your third-party 

contracts, a discussion early in the 
process may be appropriate between the 
provider representative — for example, a 
patient access representative — and the 
patient,” says McKnight.

This discussion would cover the fact 
that insurance may not cover the test or 
procedure. “Therefore, the patient may 
be asked to pay for the test,” he says. 

Enlist Patient’s Help

McKnight suggests implementing a 
diagnosis-vs-procedure checking process 

EXECUTIVE SUMMARY

Patient access faces difficult conversations with patients if services are  

non-covered . Taking the following steps can help stop lost revenue .

• Verify coverage for any services the patient will be having .

• Present options in a patient-focused manner .

• Explain what services are not covered, and why the Advance Beneficiary 

Notice of Non-Coverage must be signed .

EXECUTIVE SUMMARY

Stat diagnostic tests are triggering claims denials because payers dispute the 

urgency . To increase the chance of a successful appeal, patient access can 

ensure that:

• the order is complete;

• the documentation is in place;

• communication with case management is available .
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at the point of scheduling or order entry. 
This is similar to Medicare’s Advanced 
Beneficiary Notice, but could be 
done for patients other than Medicare 
patients. 

“A written explanation could be 
printed to provide the patient with 
details to assist in any discussion around 
benefits or payment expectations,” says 
McKnight. He says it should include:

• the diagnosis code(s), the procedure 
code, the reason for the potential denial, 
the estimated charges for the services, 
and the telephone number of the 
insurance company;

• language stating that the decision 
of whether to pay for services is based 
on the payer’s definition of medical 
necessity;

• a description of the intent to bill 
the insurance company, and/or the 
option for the patient to pay for the test 
or procedure at the time of service.

Patients also can help to intervene, 
by writing directly to the payer. This can 
sometimes prevent a denial. 

“The patient can reach out to the 
provider to add additional diagnosis 

codes to justify medical necessity, or 
offer alternatives to the prescribed test or 
procedure,” adds McKnight.  

Burden on Patient 

Access

When payers refuse to authorize a 
covered service, peer-to-peer discussions 
can sometimes override this. However, 
this isn’t always an option anymore.

Recently, one of the Geisinger’s 
Medicare Advantage payers 
discontinued the peer-to-peer process 
altogether for prior authorization 
requests. “The expectation is that the 
related denials would be formally 
appealed after the fact,” says McKnight.

This places the administrative burden 
to appeal the medical necessity denial, 
and meet all required response times, 
squarely on the shoulders of patient 
access. 

“It is important that the revenue 
cycle team, including patient access, has 
a thorough knowledge of the payers’ 
medical and administrative policies, 

with processes set up for timely and 
complete appeals,” says McKnight.

Much of the communication, 
documentation, and justification is 
moving “upstream,” says McKnight.  
“This may involve moving the bulk of 
the heavy lifting to pre-service or maybe 
pre-billing.” 

Whether a medical necessity denial 
is successfully overturned — or not — 
depends a lot on the front end. 

“Patient access can ensure that 
the order itself is complete, that the 
documentation is available and that the 
communication with case management 
is transparent,” says McKnight.  n
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‘Uncollectible’ Claims Just Need Fresh Approach
Get the right people involved to secure payment

Some denied claims are can be 
successfully appealed fairly easily 

— if a certain piece of documentation 
is provided, for instance. Others 
are far more challenging. These 
“uncollectible” claims include 
denials for lack of medical necessity, 
failure to preauthorize treatment, 
untimely filing, and failure to update 
Coordination of Benefits. 

“In most cases, these are claims 
that have been through at least the 
first level of appeal by the hospital 
unsuccessfully. They are either deemed 
uncollectable or are outsourced to a 
partner,” says George Abatjoglou, CEO 

of Kemberton, a Brentwood, TN-based 
provider of specialized revenue cycle 
management services.

To get results with the second round 
appeal, a new approach is needed. “It is 
a continuously evolving process to make 
progress, reformulate or reposition the 

argument — as well as to find someone 
at the payer to listen,” says Abatjoglou.

Abatjoglou finds two factors create 
obstacles in collecting complex claims:  

• the volume of denials from both 
commercial and governmental payers;

• ever-changing reasons for denials. 

EXECUTIVE SUMMARY

Claims are sometimes deemed uncollectible after the first attempt to appeal a 

denial is unsuccessful . The following are approaches to help ensure payment . 

• Confirm the reason for the denial .

• Resolve the issue during the initial call to the payer .

• Ensure necessary documentation is available for a second-level appeal .
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Providers often use standard appeal 
language instead of taking the time to 
formulate case-specific arguments. This 
approach is typically unsuccessful.

“Once that initial appeal is rejected 
— which is often standard protocol for 
many payers — there is even less time 
to create a more thoughtful second 
appeal,” he says.

Need Unified Approach

Payers are constantly coming up 
with new reasons to deny claims. 
“As a result, new documentation 
requirements are necessary to overturn 
those denials,” Abatjoglou says. 

Some of these are very specialized. 
“They are not in the typical workflow 
for a provider’s denial processing 
organization — but can be very 
meaningful from a dollars perspective,” 
Abatjoglou says. 

The best approach: A single, unified 
team acting under the same set of 
goals. “However, this is generally not 
the case,” says Abatjoglou. 

Most hospitals do have the right 
resources, but different departments 
are not acting in unison. For instance, 
case management handles the clinical 
aspect of denials, compliance handles 
the legal aspects, and finance handles 
the follow-up. 

“In order to be effective at getting 

past first-level appeals, organizations 
need an interdisciplinary team that 
marches to the beat of the same 
drummer,” Abatjoglou says.

Some hospitals choose to 
outsource the problem, by working 
with third-party vendors with an 
in-depth knowledge of payers. “These 
organizations can leverage their 
relationships to get to the right person 
with the right information in the right 
format, to reposition the claim and 
have the claim reviewed and accepted,” 
Abatjoglou says. He suggests the 
following steps can lead to successful 
appeals on previously denied claims:

• Confirm the reason for the denial 
with the payer.

• If at all possible, resolve the issue 
over the phone on the initial call to the 
payer. 

“The person or company handling 
the claim should leverage a rules-based 
knowledge base of prior successful 
outcomes when speaking with the 
payer,” says Abatjoglou. 

• If the call does not get the claim 
sent back for reprocessing, ensure the 
necessary documentation is available to 
submit a second-level appeal.

An aggressive approach is 
sometimes needed, says Abatjoglou: 
“If necessary, involve a legal team 
to enforce the legal merits of the 
situation.”  n

 n Give price-shoppers good 
reasons to choose your hospital

 n Get immediate coverage for self-
pay patients

 n Collect ED copays — without 
violating EMTALA

 n Dramatically reduce bad debt 
with presumptive eligibility

COMING IN FUTURE MONTHS

“TO BE EFFECTIVE AT GETTING PAST 
FIRST-LEVEL APPEALS, ORGANIZATIONS 

NEED AN INTERDISCIPLINARY TEAM 
THAT MARCHES TO THE BEAT OF THE 

SAME DRUMMER.”
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